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Babesiosis — Connecticut 


Since August 1988, six cases of babesiosis—a rare protozoan parasitic disease — 
have been reported to the Connecticut Department of Health Services (CDHS); only 
two cases thought to have been acquired in Connecticut were reported before 1988. 

The first person became ill in August 1988; onset of illness in the other five persons 
occurred between late June and mid-August 1989. Ages ranged from 68 to 86 years; 
five were men. All six persons had fever, headache, and fatigue. Two of the patients 
were taking oral corticosteroids for chronic obstructive pulmonary disease; none 
were otherwise immunosuppressed, and none were asplenic. Four patients were 
treated with both quinine and clindamycin; one received quinine without clindamy- 
cin; the sixth received no specific therapy for babesiosis. All six are now asymptom- 
atic, and their parasitemia has cleared. 

Five of the patients (including the first case-patient) lived within 3 miles of each 
other; the sixth lived 22 miles away. None of the patients gave a history of recent 
travel to areas with known endemic babesiosis, and none had received blood 
transfusions before becoming ill. Gardening near the home was the principal outdoor 
activity of four persons; the other two walked in fields near their homes. Only one 
person recalled being bitten by a tick before becoming ill, and all six had observed 
mice in the areas around their homes. 

For all six persons parasites were detected on peripheral blood smears. In addition, 
each had IgG antibody titers to Babesia microti of =1:1024. B. microti was isolated 
(by hamster inoculation) from the blood of two patients and from eight (73%) of 11 
mice trapped near four of the patients’ homes. A statewide survey conducted in 
1976-77 detected B. microti antibodies in mice collected in four of 22 sites (7). Three 
of these four sites are within 20 miles of five of the patients’ homes and within 45 
miles of the other patient’s home. 

The CDHS has alerted Connecticut physicians to the presence of a newly recog- 
nized focus of babesiosis within the state and has advised physicians to report all 
suspected cases. Surveys are planned to determine the extent of the infection in 
humans and rodents. 

Reported by: JJ Gadbaw, MD, Lawrence and Memorial Hospital, New London; JF Anderson, 
PhD, Connecticut Agricultural Experiment Station, New Haven; ML Cartter, MD, JL Hadler, MD, 


State Epidemiologist, Connecticut Dept of Health Svcs. Div of Parasitic Diseases, Center for 
Infectious Diseases; Div of Field Svcs, Epidemiology Program Office, CDC. 
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Editorial Note: Babesia is a protozoan parasite of red blood cells. In the United 
States, babesiosis is most commonly caused by B. microti. Babesiosis was recog- 
nized in the Northeast in the 1960s and is endemic in Nantucket, Martha’s Vineyard, 
Shelter Island, and parts of Long Island (2). 

in humans, 8. microti infection may be subclinical or may present as a febrile 
illness with constitutional symptoms and anemia. Manifestations are most severe in 
elderly, immunosuppressed, or asplenic persons (3). 

The natural hosts for 8. microti include the white-footed mouse and the meadow 
vole. Tick bite by Ixodes dammini is the usual source of human infection. In addition, 
infection can be transmitted by blood transfusion (3). Entomologic surveys have 
detected increases in /. dammini and its spread to new areas (4). Physicians should 
be aware that babesiosis could occur in areas where Babesia was not previously 
considered endemic. 
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Progress in Chronic Disease Prevention 





Chronic Disease Reports: 
Deaths from Cervical Cancer — United States, 1984-1986 


From 1984 through 1986, cervical cancer (international Classification of Diseases, 
Ninth Edition, Clinical Modification code 180) was the underlying cause of death in a 
mean of 4543 women per year in the United States.* Cervical cancer accounted for 
<3% of U.S. cancer deaths among women and was the 11th most common cause of 
cancer mortality (7). Worldwide, however, cervical cancer follows breast cancer as 
the second most common cause of cancer mortality among women (2). 

Rates of cervical cancer mortality increase with age; in 1986, 53% of deaths from 
cervical cancer occurred among women aged =60 years. When adjusted for age, the 
rate of cervical cancer mortality was 2.8 times higher for black than for white women 
(7). From 1984 through 1986, the highest mean annual rates of mortality (age- 
adjusted to the 1986 U.S. population) occurred in southeastern states and in North 
Dakota and Maine (Table 1, Figure 1). Utah had the lowest rate (1.8 per 100,000 
females) and the District of Columbia the highest rate (6.2 per 100,000). 

For 1974-1985, the National Cancer Institute reported an overall 5-year survival 
rate of 67% for women with cervical cancer, although rates varied by stage at 
diagnosis (1 ). Survival was 88% for women whose disease was diagnosed at the local 
*A mean rate over a 3-year period is reported because the number of cases per year is small; 


however, in a year-by-year comparison, there is little variation in numbers of cases or in the 
rankings of states by rates of death from cervical cancer. 
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Cervical Cancer Deaths — Continued 


CHRONIC DISEASE REPORTS: CERVICAL CANCER, TABLE 1. Mean annual age- 
adjusted cervical cancer mortality, by area — United States, 1984-1986 


Mean annual Rate per 100,000 
Area deaths females Rank by rate 
Alabama 114 5.4 
Alaska 5.1 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
Georgia 
Hawaii 
Idaho 
Illinois 
Indiana 
lowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 
Total 
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stage; 51%, at the regional stage; and 14%, at the distant stage. At local and regional 

stages, survival was higher for whites than for blacks (7 ). 

Reported by: Div of Surveillance and Epidemiologic Studies, Epidemiology Program Office; Div 

of Chronic Disease Control and Community Intervention, Center for Chronic Disease Prevention 

and Health Promotion, CDC. 

Editorial Note: Sexual contact is a principal risk factor for cervical cancer. The risk 

varies directly with the number of sex partners and inversely with age at first 

intercourse. Certain serotypes of human papillomavirus are the infectious agents that 

may be related to risk for cervical cancer (3,4). Other risk factors include nonuse of 
barrier and spermicidal contraceptives, parity, socioeconomic status, and smoking 

(2). Nearly 29% of cervical cancer mortality is attributable to cigarette smoking 

among women (Table 2). 

Early detection of cervical cancer using the Papanicolaou (Pap) test is effective in 
preventing deaths from cervical cancer (5). In Iceland, an upward trend in cervical 
cancer mortality was reversed following the introduction in 1964 of mass Pap 
screening for women aged 25-60 years (6). In 1970-1974, the risk of dying from 
cervical cancer was an estimated 12.5 times higher in Icelandic women not partici- 
pating in screening than in screening participants. 

The American Cancer Society (ACS) recommends annual Pap tests beginning with 
the onset of sexual activity; following three negative Pap tests, less frequent tests 
may be recommended by the woman’s physician (7). In high-risk regions and 
high-risk populations, continued annual screening may be appropriate. In 1985, only 
5% of U.S. women 20-80 years of age reported never having had a Pap test (8); 
however, an estimated 37% of cervical cancer deaths occur among these women 
(Table 2). Additional cervical cancer mortality can be prevented by greater compli- 
ance with recommended Pap smear guidelines (9). Through screening with the Pap 
test at least once every 3 years, cervical cancer mortality for women aged 20-70 years 
may be reduced by an estimated 70%-95% (10). Prompt, adequate follow-up of 


CHRONIC DISEASE REPORTS: CERVICAL CANCER, FIGURE 1. Mean annual age- 
adjusted cervical cancer mortality rates per 100,000 females, by quartile — United 
States, 1984-1986 
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Cervical Cancer Deaths — Continued 


CHRONIC DISEASE REPORTS: CERVICAL CANCER, TABLE 2. 
9-CM 180) indices — United States 





Index No. females 





Mortality 
Underlying cause (mean, 1984-1986) 4,543 3.7 
Multiple cause (1986)* 5,184 4.2 
Mean annual incidence (1982—1986)* 12,625 10.2 
Hospitalizations (1987) 36,342 29.4 
Years of potential life lost before age 65 (1987)* 43,500 35.2 


Population- Estimated 
attributable 


attributable 
Crude Relative risk (%; deaths 
Risk factor prevalence (%) risk nonadditive)** (nonadditive)"* 
Smoking 
Current 24.05* 2.1% 18.8 
Former 15.388 1.985 9.8 
Total - - 28.6 


Never having had 
a Pap test 5.0" 12.5°°° 36.5 


*NCHS. Vital statistics mortality data, multiple cause of death detail, 1986 [machine-readable 
public-use data tape]. Hyattsville, Maryland: US Department of Health and Human Services, 
Public Health Service, 1988 (ICD-9-CM 180). 

tEstimated from age-specific incidence and 1986 intercensal estimates of the U.S. population. 
National Cancer Institute. Cancer statistics review, 1973-1986. Bethesda, Maryland: US Depart- 
ment of Health and Human Services, Public Health Service, 1989; NIH publication no. 89-2789. 
Irwin R. 1980-1986 Intercensal population estimates by race, sex, and age [machine-readable 
data file]. Alexandria, Virginia: Demo-Detail, 1987. 

5NCHS. National Hospital Discharge Survey, 1987 [machine-readable public-use data tape]. 
Hyattsville, Maryland: US Department of Health and Human Services, Public Health Service, 
1987 (ICD-9-CM 180). 

‘CDC. Years of potential life lost before age 65—United States, 1987. MMWR 1989;38:27-9 
(ICD-9-CM 180). 

**Population-attributable risk (PAR) = percentage of mortality attributable to the specific risk 
factor in the population. Because persons may be exposed to >1 risk factor, estimated 
population-attributable risk from different risk factors should not be added. CDC. Chronic 
disease reports in the Morbidity and Mortality Weekly Report (MMWR). MMWR 1989;38(no. 
S-1) 

"Estimated attributable deaths = PAR x multiple cause mortality. Because persons may be 
exposed to >1 risk factor, estimated attributable deaths from different risk factors should not be 
added. 

§§CDC. Reducing the health consequences of smoking: 25 years of progress—a report of the 
Surgeon General. Rockviile, Maryland: US Department of Health and Human Services, Public 
Health Service, 1989; DHHS publication no. (CDC)89-8411. 

“For U.S. women, aged 20-79 years, in 1985. Makuc DM, Freid VM, Kleinman JC. National 
trends in the use of preventive health care by women. Am J Public Health 1989;79:21-6. 
***Risk of mortality in (icelandic) women not using Pap screening between 1970 and 1974 
compared to women using Pap screening. Recaiculated from Johannesson G, Geirsson G, 
Day N. The effect of mass screening in iceland, 1965-74, on the incidence and mortality of 
cervical carcinoma. Int J Cancer 1978;21:418—25. 
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women with positive Pap smears and attention to laboratory quality assurance are 
also valuable in reducing cervical cancer mortality. Use of barrier methods or 
spermicides for contraception reduces exposure to infectious agents and may reduce 
the initial risk of developing cervical cancer (11,12). 

From 1979 to 1986, age-adjusted mortality rates of cervical cancer declined by 18% 
for all women (13); rates declined by 23% among whites and 15% among persons of 
other races. However, mortality rates among women <45 years of age have remained 
stable during this period, and the incidence of cervical cancer diagnosed in this 
population appears to have increased (14). Continued efforts to reduce cigarette 
smoking and to increase Pap smear use among women not appropriately screened 
should lead to further declines in cervical cancer mortality. 

References 
1. National Cancer Institute. Cancer statistics review, 1973-1986. Bethesda, Maryland: US 


Department of Health and Human Services, Public Health Service, 1989; NIH publication no. 
89-2789. 
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TABLE |. Summary — cases of specified notifiable diseases, United States 











Disease 











Acquired | deficiency Synd (AIDS) 
Aseptic meni itis 
Encephalitis: Primary (arthropod-borne 

& ) 


Gonorrhea: 
Hepatitis: 


Bu9 
33208 


2338 


Legioneliosis 


— 
= 
oe 


Malaria 
Measies: Total’ 


Imported P 


be 





Bie: 


Rubella (German measies 
Syphilis (Primary = ~—/ Saien 


Vests Shock syndrome 
losis 


Tones fever, "tek borne (RMSF) 
Rabies, animal 


sre BaoBees, ene, seet88e.s 
co eT eT tee 
Z 
> | 


4398 
3,149 


TABLE ll. Notifiable diseases of low frequency, United States 














Other 
Brucellosis (N.M. 1, Calif. 1) 
Cholera 
Congenital rubella drome 
Congenital syphilis, ages <1 year 
Diphtheria 

















*Because AIDS cases are not received weekly from all 
"Three of the 156 reported cases for this week were 
internationally imported case within two 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
September 23, 1989 and September 24, 1988 (38th Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
September 23, 1989 and Septemer 24, 1988 (38th Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
September 23, 1989 and September 24, 1988 (38th Week) 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
September 23, 1989 (38th Week) 
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Cervical Cancer Control — Rhode Island 


In 1987, 49 cases of invasive cervical cancer and 14 deaths from cervical cancer 
were reported in Rhode Island (7). Because progression to invasive disease and 
death from cervical cancer are regarded as preventable (2 ), in 1988, the Rhode Island 
Department of Health (RIDH) examined data from two recent surveys and from 
hospital records to assess the contributions of various circumstances to invasive 
cervical cancer. 

Five circumstances* can lead to invasive cervical cancer: 1) the woman is not 
screened, 2) too long an interval elapses between screening tests, 3) the disease 
develops rapidly between a negative screening and a subsequent screening, 4) a test 
is interpreted as false-negative, or 5) the woman with a true-positive test result is not 
treated (3). To assess the importance of each of these circumstances, the RIDH used 
data from two 1987 cross-sectional surveys of Rhode Island women and from 
inpatient chart reviews of women diagnosed with cervical cancer from 1980 through 
1986. To be consistent with the National Cancer Institute’s (NCI) cancer-control 
objectives for cervical cancer screening (4 ), women aged 20-39 and 40-69 years were 
assessed separately. In Rhode Island, as elsewhere (5), more than half the invasive 
cervical cancers occurred in the older group (7 ). 


*Based on a model developed in Connecticut that describes four circumstances leading to 
invasive cervical cancer (3). 
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The first cross-sectional survey, part of CDC’s Behavioral Risk Factor Surveillance 
System (random-digit-dialed telephone interviews of persons aged =18 years), was 
administered from September through November 1987. Women were asked if they 
had received a Papanicolaou (Pap) test within the last 3 years—a screening interval 
that conforms with NCI’s cancer-control objectives for cervical cancer screening (4 ). 
The response rate for this survey was 83% (n= 259). The second survey, conducted 
statewide during September and October 1987, focused on the use of cancer 
screening tests, including the Pap test, among women aged =40 (6). The response 
rate for this survey was 78% (n=852). 

Medical records were reviewed for 153 women treated for newly diagnosed 
invasive cervical cancer from 1980 through 1986 at two major hospitals in Rhode 
island. These women represented approximately two thirds of all Rhode Island 
women aged 20-69 years who were diagnosed with invasive cervical cancer during 
this period. RIDH collected information on sociodemographic characteristics and 
medical history. Screening histories were available in 81 (53%) of the medical records 
reviewed and were used to quantify the relative importance of the five circumstances. 

The survey data indicate that more women aged 20-39 (87%) than aged 40-69 
(76%) had been screened within the last 3 years (Table 1). Among the younger 
women, 13% had never been screened or had last been screened >3 years previously. 
Among the older women, 4% had never been screened, and 20% had last been 
screened >3 years previously. 

Data from the medical record review corroborated the age differences in screening 
history observed in the survey data and suggested other problem areas for cervical 
cancer control (Figure 1). Each of these age groups—most notably women aged 
40-69—included women who had never been screened or women who had been 
screened beyond the 3-year interval. However, among women aged 20-39, 22 (67%) 
had been negative on Pap smear screening within 3 years of diagnosis, and six (18%) 
had been screened positive within 3 years but had had a delay in treatment. 
Reported by: RB Kaufmann, MPH, JP Fulton, PhD, P Simon, MD, JS Buechner, PhD, A Cody, 
HD Scott, MD, Director of Health, Rhode Island Dept of Health. Div of Chronic Disease Control 


and Community Intervention, Center for Chronic Disease Prevention and Health Promotion, 
coc. 


TABLE 1. Pap test screening status, by age group — Rhode Island 





Age group (yrs) 
20-39* 40-69" 
Screening status % (ci) % (ci) 
Not screened in past 3 years 13 (6%—20%) 24 (21%-27%) 
Never screened NA* 4 (2%-6%) 
Screened, >3 years NA 20 (17%-23%) 
Screened in past 3 years 87 (80%-94%) 76 (73%-79%) 


Total 100 100 


*Data from the Behavioral Risk Factor Surveillance System. 

"Data from a separate cross-sectional survey of women aged =40 years, which allow determi- 
nation of both the proportion of women who have never been screened and the proportion who 
have been screened >3 years previously. 

‘Two standard errors confidence interval. 

‘Not available. 
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Editorial Note: Screening with the Pap smear is widely accepted as the most 
effective way to detect cervical intraepithelial neoplasia at an early stage and prevent 
the morbidity and death associated with progression to late-stage cervical cancer. In 
the Rhode Island analysis, however, many women had not had a recent Pap test. 
Although younger women were more likely to have been recently screened, both 
groups included women who had never been screened with the Pap test (circum- 
stance 1) and who had not been screened within the recommended interval (circum- 
stance 2). Shorter screening intervals would not ensure that all cases of invasive 
cervical cancer would have been detected at an earlier stage of disease; nonetheless, 
findings in Rhode Island suggest opportunities for earlier detection, especially among 
women aged 40-69 years. 

A large proportion of the invasive cases of both age groups occurred among 
women who had had a negative Pap test within 3 years of diagnosis (circumstances 
3 and 4). False-negative tests, which can be caused by inadequacies in cell collection, 
smear preparation, or smear interpretation, probably are the primary circumstance 
leading to invasive cervical cancer among women whose medical records indicate a 
normal test result within the appropriate interval. Because of concerns about the 
variability in cytologic interpretation and the variability in clinical responses to 
abnormal results, NCI sponsored a workshop in December 1988. The outcome of this 
workshop — the Bethesda system for reporting cervical/vaginal cytological diagnoses 
(7)—addresses problems of variability among several reporting systems and their 
variable terminology. 

Eighteen percent of younger women with invasive cervical cancer had a previous 
positive Pap test but were not treated (circumstance 5). Some women with a positive 
Pap smear test may not have received appropriate follow-up care because they were 


FIGURE 1. Percentage of women with invasive cervical cancer, by age group and 
probable circumstance — Rhode Island, 1980—1986* 











Not Not 
screened 3% F screened 














Screened, Screened, 
interval (_——————_ 12% . | interval /-—————> 


too long too long 




















Last Pap test Last Pap test 
true negative, . | true negative, | 
rapid growth rapid growth 

x 67% ae 35% 


Last Pop test |__mt._s, Last Pap test ~ 
false negative * | false negative 


Last Pap test = Not ~ 18% _ | Last Pap test = Not - 0 


























true positive treated true positive treated 


























Women aged 20-39 years Women aged 40-69 years 
(n=33) (n=48) 


*Source: Inpatient chart reviews, Rhode Island Department of Health. 
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not notified of their results, refused to return for treatment, or failed to receive 
follow-up care for other reasons. Because younger and less educated women are less 
likely to receive appropriate follow-up care after being notified of an abnormal Pap 
test (8), public health efforts should be strengthened to ensure these women are 
contacted, making further evaluation and treatment possible. 

The RIDH, in cooperation with CDC, has developed a quality-assurance program in 
cervical cancer screening for the state. Results from this examination of cytologic 
quality assistance and screening outcomes will help shape a cervical cancer-control 
program for Rhode Island. 

References 

. Rhode Island Department of Health. Cancer: Rhode Island, 1987. Providence: Rhode Island 
Department of Heaith, 1989. 

. Guzick DS. Efficacy of screening for cervical cancer: a review. Am J Public Health 1978;68: 
125-34. 

. Janerich DT, Hadjimichael O, Flannery J. Strategy for elimination of invasive cervical cancer 
in Connecticut. Conn Med 1985;49:746-53. 

. National Cancer Institute. Cancer control objectives for the nation: 1985-2000. Bethesda, 
Maryland: US Department of Health and Human Services, Public Health Service, 1986; NIH 
publication no. 86-2880. (NCi monographs, no. 2). 

. Saunders LD. Differences in the timeliness of diagnosis, breast and cervical cancer, San 
Francisco 1974-85. Am J Public Health 1989;79:69-70. 

. CDC. Use of mammography for breast cancer screening — Rhode Island, 1987. MMWR 1988; 
37:357-60. 

. National Cancer Institute Workshop. The 1988 Bethesda system for reporting cervical/vaginal 
cytological diagnoses. JAMA 1989;262:931—4. 

. Michielutte R, Diseker RA, Young LD, May WF. Noncompliance in screening follow-up among 
family planning clinic patients with cervical dysplasia. Prev Med 1985;14:248-58. 


Current Trends 





Abortion Surveillance: Preliminary Analysis — 
United States, 1986 and 1987 


In 1986 and 1987, 1,328,112 and 1,353,671 legal abortions, respectively, were 
reported to CDC from the 50 states and the District of Columbia (Table 1). From 1985 
to 1986, the number of legal abortions decreased <1%; from 1986 to 1987, the 
number increased by 1.9%. 

In 1986, the national abortion ratio was 354.2 legal abortions per 1000 live births 
(Table 1); in 1987, the ratio was 356.1. The national abortion rate (number of legal 
abortions per 1000 women 15-44 years of age) was 23 for 1986 and 24 for 1987. In 
both years, 92% of women who had legal abortions were residents of the state in 
which the procedure was performed (Table 1). 

Women obtaining legal abortions in 1986 and 1987 were predominantly <25 years 
of age, white, and unmarried and had had no live births (Table 1). Curettage (suction 
and sharp) remained the primary method of abortion and accounted for 97% of all 
legal abortion procedures in 1986 and 1987, respectively. In both years, as in previous 
years, slightly more than half the legal abortions were performed in the first 8 weeks 
of gestation, and nearly 90%, in the first 12 weeks (Table 1). 


Reported by: Pregnancy Epidemiology Br and Research and Statistics Br, Div of Reproductive 
Health, Center for Chronic Disease Prevention and Health Promotion, CDC. 
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TABLE 1. Characteristics of women who obtained legal abortions — United States, 
selected years, 1972-1987 


Characteristic 1972 1976 1980 1984 1985 1986 1987 
Reported no. 

legal abortions 586,760 988,267 1,297,606 1,333,521 1,328,570 1,328,112 1,353,671 
Abortion ratio* 180.1 312.0 359.2 364.1 353.8 354.2 356.1 
Abortion rate’ 13 21 25 24 24 23 24 


Percentage distribution® 











Residence 
Abortion in-state 
Abortion out-of-state 
Age (yrs) 
<19 
20-24 
225 
Race 
White 
Black and other 
Marital status 
Married 
Unmarried 
No. live births" 
0 
1 
2 
3 . 5.3 5.1 
24 ‘ 3.2 2.6 
Type of procedure 
Curettage ! 95.5 96.8 
Suction 89.8 ‘ 94.5 
Sharp 5.7 3.7 : 2.5 
Intrauterine 
instillation 10.4 6.0 3.1 1.9 , 1.4 
Hysterotomy/ 
hysterectomy 0.6 0.2 0.1 0.0** 0.0** 
Other 0.5 0.9 1.3 1.3 0.8 1.6 1.5 
Gestation (wks) 
<8 34.0 47.0 51.7 50.5 50.3 51.0 50.4 
9-10 30.7 28.0 26.2 26.4 26.6 25.8 26.0 
11-12 17.5 14.4 12.2 12.6 12.5 12.2 12.4 
13-15 8.4 4.5 5.2 5.8 5.9 6.1 6.2 
16-20 8.2 5.1 3.9 3.9 3.9 4.1 4.2 
221 1.3 0.9 0.9 0.8 0.8 0.8 0.8 
*Number of abortions per 1000 live births. 
*Number of abortions per 1000 women 15-44 years of age. 
SExcludes unknown values. Since the number of states reporting each characteristic varies from 
sod to year, temporal comparisons should be made with caution. 


r 1972 and 1976, data indicate number of living children. 
**<0.05%. 








Errata: Vol. 38, No. 37 


In “Surveillance for Occupational Lead Exposure— United States, 1987,” a word 
was omitted from the second sentence of the article (page 642). The second sentence 
should read, “Although the details of these systems vary, each state requires any 
laboratory that performs blood-lead assays to report all elevated blood-lead levels 
(BLLs) to the state health department (SHD) (Table 1).” 


Vol. 38, No. S-8 


On page 32 of the MMWR Recommendations and Reports, “1989 Sexually 
Transmitted Diseases Treatment Guidelines,” the dosing schedule under Recom- 
mended Regimen B for the post-hospitalization use of oral clindamycin for pelvic 
inflammatory disease (5 times daily) is incorrect. The correct treatment schedule is 
clindamycin, 450 mg orally, 4 times daily. 
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